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THE WHITE HOUSE

WASHINGTON

LIMITED OFFICIAT USE

1I.

i MEETING WITH NOBUSUKE KISHI
e ‘Thursday, September 15, 1977
3:15 p.m. (15 minutes)
The Oval Office

From: Zbigniew Brzezinski /)gs ’

}g,‘f [

PURPOSE

To meet briefly with the '"elder statesman' of the governing Liberal
Democratic Party of Japan.

BACKGROUND, PARTICIPANTS & PRESS ARRANGEMENTS

A,

Background: Now eighty, Nobusuke Kishi, as a longtime Lower
House member and a former Prime Minister, is still a force to
be reckoned with in the Liberal Democratic Party (LDP). Kishi
is perceived -- accurately or not -- as a politician who sacrificed

his career as Prime Minister in 1960 as a consequence of his push
for ratification of the Mutual Security Treaty. He also supported
our Vietnam objectives. Your meeting acknowledges Kishi's

past efforts on behalf of US-Japanese relations.

In the past few days Kishi has been leading a group of «ight
Japanese parliamentarians interested in population growth and
social-economic development. They have visited three South
American countries, were scheduled to call on the UN's Waldheim,
and will call on several Congressmen. Kishi's organization, the
Japanese Parliamentarian's Union, has led to greater financial
assistance from Japan to UN population programs.

Kishi will be most interested in a general political discussion
centered on the F'ar East. He represents elements in the Japanese
body politic most concerned about the security of the ROK and
future security guarantees for Taiwan. He will wish to judge the
steadfastness of our purpose.
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B. Participants: Nobusuke Kishi; Ambassador Fumihiko Togo;
Zbigniew Brzezinski; Richard Holbrooke, Assistant Secretary
of State for East Asia and Pacific Affairs; Itaru Umezu,
Interpreter. -

C.

Press.Arrangements: Photo opportunity.

III. ISSUES FOR DISCUSSION

1. Take note of the leadership Kishi has supplied to international
. efforts in the population and development field, and note our hope
that Japan will continue to broaden its vision of its leadership
role in the world.

2. Note our satisfaction that a mutually acceptable agreement was
reached on the Tokai issue,

3. Ask Kishi to tell Fukuda that we appreciate the substantial economic
stimulus package he recently announced. We now hope the Japanese
will move aggressively to bring down their huge current accounts
surplus.

4, Expvress appreciation to Kishi for his great contributions to US-
Japan friendship even when his efforts left him in an unpopular
position in Japan,

5. Note our intent to implement U, S. ground troop withdrawals from
the ROK in close consultation with the governments of Korea and
Japan, and our expectation that we will be able to secure necessary
Congressional support for the transfer of 8th Army equipment to
the ROK despite the Tongsun Park affair.

6. Note your desire to normalize relations with the PRC within the
framework of the Shanghai Communique. We will proceed in a
way that will not diminish the chances of the people of Taiwan to
enjoy a peaceful and prosperous future. We intend to maintain
economic, cultural, and other appropriate relations with Taiwan.
If asked about timing of normalization: We will normalize at an
opportune and appropriate moment.
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PRELIMINARY REPORT TO THE PRESIDENT
FROM

THE PRESIDENT'S COMMISSION ON MENTAL HEALTH

SEPTEMBER 1, 1977

PREFACE

The Executive Order establishing the President's Commission on Mental

Health calls for a Preliminary Report to the President by September 1,
1977, and a Final Report by April 1, 1978.

This Preliminary Report describes the activities and progress of the

Comission to date. It is an interim statement of initial findings and
recommendations.,

The Commission has undertaken a number of initiatives and inquiries since
its first meeting in April. While some of these inquiries have been
completed, most are still in progress. This Report indicates the areas
and issues the Commission believes should receive priority attention in
the months ahead. These and additional issues will be addressed more fully
as the Final Report is developed.

This Preliminary Report begins with a description of the scope and dimensions
of America's mental health problems and of the response to those problems.
This description sets forth the conceptual framework within which the
Commission has worked and within which it will conduct further study as

it prepares the Final Report.



SCOPE OF THE NATION'S MENTAL HEALTH PROBLEMS

"Mental health...affects every one of us—
depression, marital problems, drug and alcohol
related problems, inability to cope as the
result of a death or serious accident, low
self-esteem, social maladjustment problems,
dealing with delinquent children and so many
more situations."

—A citizen's letter to Mrs. Rosalynn Carter

The mental health of a nation's people reflects the quality of individual
lives, the strength of personal relationships, and the opportunities that
exist for all people to participate fully in the national life.

In letters the Commission has received from individuals and organizations,
and in the Commission's public hearings, many expressed the belief that a
complete understanding of the dimensions of mental health problems must be
based upon an understanding of the variety of social conditions and cir-
cumstances, as well as the biological and psychological factors, that affect
the mental health of individuals. Mental health, the Commission has been

told time and time again, is much more than just the absence of mental
illness.

The Commission agrees.

America's mental health problem is not limited to those individuals with
disabling mental illness and identified psychiatric disorders. It also
includes those people who suffer the effects of a variety of societal ills
which directly affect their everyday lives. Vast numbers of Americans
experience the alienation and fear, the depression and anger associated
with unrelenting poverty and the institutionalized discrimination that
occurs on the basis of race, sex, class, age, and mental and physical
handicaps. The Nation must realize the terrible emotional and mental
damage that poverty and discrimination cause.



In addition, the Nation's mental health problems include conditions that
involve significant psychological and emotional distress but do not fit
neatly into customary categories of mental disorder. These include some
physical handicaps, many learning disabilities, certain types of organic
brain disease, the misuse of alcchol and other drugs, and the social iso-
lation experienced by chronically disabled persons.

The Nation must also view mental health problems in terms of the duration
and intensity of care and assistance people need. There are severely
distressed people who need long-term, sustaining care; people who need
intensive short-term care; and people who, with only occasional or minimal
assistance, can take care of themselves.

In viewing mental health this broadly, it is not the Commission's purpose

to foster unrealistic expectations about what mental health services can
accomplish, nor to imply that those working in the mental health field can
be expected to solve all of society's ills. Neither do we intend to suggest

that anyone who has a problem in life or feels troubled needs mental health
care.

Rather, the purpose is to understand the variety of situations that can
have a debilitating effect on emotional and psychological well-being and
to recognize the additional problems and hazards faced by members of groups
for whom social and environmental conditions pose an added burden.

The purpose is also to affirm that in our society individuals must have the
opportunity to have their suffering alleviated insofar as possible; and to
assert, emphatically, that no individual who needs assistance should feel
ashamed or embarrassed to seek or receive help.

Documenting the number of people who have mental health problems, the kinds
of problems they have, how they are treated, and the associated financial
costs is difficult because opinions vary on how mental health and mental
illness should be defined. This difficulty is compounded because the avail-
able data often are inadequate or misleading. In part, this is attributable
to the stigma associated with mental illness and emotional problems, a stigma
which is still so strong that many people are reluctant to admit they need
help. As a result, the prevalence of many of these handicapping conditions
undoubtedly is underestimated. Nevertheless, a wide range of community
surveys and treatment statistics has been used in our efforts to locate
indicators of mental distress and disorder and to determine the needs of
special populations.



For the past few years, the most commonly used estimate is that at

any one time, 10 percent of the population needs some form of mental
health care. This estimate has been used primarily for planning
purposes in developing projections for manpower/personnel needs,
Federal, State and local budgets, and for comparisons with similar

data describing other health and social problems. There is new evidence
that this figure may be closer to 15 percent of the population.

An estimate based on these percentages indicates that between 20 and
32 million Americans need some kind of mental health care at any one
time. The care needed is imprecisely defined and ranges from counsel-
ling to long term, sustaining care. According to the President's
Cammittee on Mental Retardation, an additional 6 million people in
the country are mentally retarded. Most of these people also require
some form of care or assistance. This nurber is also imprecise
because definitions of retardation vary.

Of the estimated 20 to 32 million people who need mental health care,

2 million people have been or would be diagnosed as schizophrenic.

A similar number, or about 1 percent of the population, suffer from
profound depressive disorders. More than 1 million people have organic
psychoses of toxic or neurologic origin, and other permanent disabling
mental conditions from varying causes. And patients with mental health
problems occupy about 30 percent of all hospital beds.

The current direct cost of providing mental health services is about
$17 billion a year. The social cost, when measured in terms of lost
wages and a shortened life span, is estimated to be another $20
billion. There are additional social costs related to the misuse of
alcohol and other drugs and to mental retardation.

These statistics refer to people who are seen by mental health
personnel in mental health facilities. There are millions more
who seek help for emotional problems elsewhere, especially from
their personal physicians or from health care clinics. For
example, 15 percent of patients seen in general medical practice
are found to have psychiatric or emotional problems. At any



given time, 25 percent of the population is under the kind of emotional
stress that results in symptams of depression or anxiety. Two anti-anxiety
medications are among the most frequently prescribed drugs, and sales of
one of these amounted to $245 million in 1975 alone. These data indicate
that a significant portion of the dollars spent on general medical care

are in reality dollars spent on mental health.

These figures help us to understand the scope and dimensions of the problem.
Additional perspectives are cbtained by considering the needs of special
population groups within society for whom the allocation of services has
not always been equitable.

Of particular concern are those people whose severe mental disabilities
require long-term treatment and care. The term "deinstitutionalization"
has been used to described an approach that aims at preventing unnecessary
admissions and prolonged stays in institutions, finding and developing
alternatives in the community for those who do not need to be in insti-
tutions, and improving care and treatment for those who need institutional
care. There is ample evidence that we are far from achieving these goals.
Many mentally disabled persons still enter, reenter, or remain in public
institutions when they could be treated in the community. Many of these
institutions are underfunded and understaffed. In the community, many
long-term patients live in group homes, foster care hames, half-way
houses, room and board facilities, and "welfare" hotels. Same are ex-
cellent; others are best described as crowded, unsafe, and uncaring.

Often the only community based treatment offered the long-term patient

is medication.

According to the best recent estimates, 8.1 million of the 54 million
children and youth of school age, or 15 percent of that population,

need help for psychological disorders. Varying estimates show that
anywhere from 1 to 2 million children have specific learning disabilities.
Special teaching techniques have been developed for many of these dis-
abilities, but they are not widely available. One of every 3,000
children has an autistic disorder. There are 200,000 cases of child
abuse reported every year, and surveys indicate the total number may

be at least ten times greater. Adolescents show an alarming increase

in suicide, depression, and alcohol and drug misuse.



The incidence of mental health problems is higher among people sixty-five
and older than in other age groups. The elderly often are subject to
multiple stresses such as mandatory retirement, a dramatic drop in income,
a sense of uselessness, social isolation, grief over the loss of loved
ones, and a fear of illness and death. The elderly account for 25 percent
of all reported suicides though they represent only 11 percent of the popu-
lation. Estimates indicate that 20 to 30 percent of all people labelled
as "senile" have conditions that are either preventable or reversible if
detected and treated early.

Another mental health related problem which pervades society is the misuse
of alcohol. Recent surveys estimate that 10 million people have a sig-
nificant and recent alcohol-related problem and that another 10 million
have experienced an alcchol-related problem of some sort during their
lifetime. At present, about 1 million people are receiving help for

their alcoholism. The use of aloohol and states of depression are closely
related, as are the use of alcohol and violent behavior.

Similarly, the non-therapeutic use of psychoactive drugs other than alcohol
can have profound mental health implications for individuals, their families
and commmities. It is estimated that more than 500,000 Americans are de-—
pendent on heroin. This is in addition to the millions of Americans who
experiment with and use a wide variety of mind and mood altering drugs on

a frequent basis, often with harmful results to themselves and society.

At the Commission's public hearings, the social and economic conditions

in which millions of minority persons live and which make them so wvulnerable
to psychological and emotional distress were vividly described by repre-
sentatives of racial and ethnic minorities. These problems—-malnutrition,
inadecuate housing, poor schools, unemployment, insufficient and inappro-
priate health and social services—--are common to all minorities. However,
each racial and ethnic minority group also has problems that are unique

to it and which increase its vulnerability to mental and emotional distress.

Migrant and seasonal farmworkers and their families also live under con-
ditions of terrible economic and social stress. Their emotional and mental

problems are compounded by the almost total lack of mental health and other
services available to them.

America's rural population is often susceptible to stresses associated with
geographic isolation, the disruption of traditional ways of life, and poverty.
The prevalence of severe emotional disorders in rural areas generally parallels
that of urban areas, but people who live in rural areas have fewer mental
health facilities and trained manpower to assist them.



The letter quoted at the beginning of this Report is a reminder that
mental health affects us all. And as we expand our perspective, we

begin to understand that the causes of mental health problems are as
varied as their manifestations. Some are physical. Some are emotional.
Some are rooted in social and environmental conditions. Most are a
complex combination of these and other factors, some of which are unknown.

Their common bond, however, is that they exert or have the potential to
exert a harmful effect on the ability of individuals to function in
society, to develOp a sense of their own worth. and to maintain a strong
and purposeful image of themselves.



SCOPE OF THE NATION'S RESPONSE TO MENTAL HEATTH PROBLEMS

The last two decades have been a period of ferment, of broader perspectives
and new ideas about mental health. There has been greater public interest
in the psychological aspects of human behavior and increased awareness of
the close relationship between individual behavior and the social environ-
ment.

Within the mental health field itself, new theories and models of thinking
about mental health have been developed. Traditional psychiatric concepts
have been under intense scrutiny. Some leaders in the field assert that
individual mental disorders signal pathological relationships in families,
at the workplace, and in society. Others advocate using behavioral rather
than traditional psychiatric concepts to understand and treat disordered
behavior. Still others are not as concerned about these issues, but see
certain types of therapy and involuntary treatment as unwarranted in-
fringements on personal liberties.

As our understanding of the relationships between physical and mental
health and of the influence of social and environmental factors on both
increases, our concepts of mental illness and mental health will continue
to be refined.

These past two decades have also seen a movement away from large insti-
tutions and toward community based care. Marked changes have occurred
in the number of people receiving mental health care, the kinds of care
people have received, the location of mental health services, and the
cost of providing that care.

In 1955 an estimated 1.7 million people were treated in specialized
mental health settings. By 1975 this number had increased to 6.5 million,
with an additional 1 million receiving care for mental disorders in
general hospitals or nursing homes.

In 1955 approximately 75 percent of people receiving care were treated
as inpatients, primarily in large institutions. By 1975 approximately
75 percent were being seen as outpatients, primarily in community based
settings.

Between 1955 and 1975 the resident population of State and county mental
hospitals dropped from more than 550,000 to less than 200,000.



While in 1975, 1.5 million Americans received care as inpatients in State
and county hospitals, private mental hospitals, general hospitals, Veterans
Administration hospitals, and in Community Mental Health Centers, a signifi-
cant reduction occurred in the average length of stay for hospitalized
patients. Between 1971 and 1975 the average length of stay in State and
county hospitals dropped from 44 days to 26 days.

In the late 1950's the direct cost of mental illness was estimated to be
$1.7 billion a year. In 1975 the direct cost of mental illness was approxi-
mately $17 billion.

During this period there have also been many changes in the number and types
of personnel providing specialized mental health services. Professional
manpower has more than tripled since 1955. There are presently over 350,000
individuals involved in direct patient care. As treatment has shifted to
outpatient settings, the greatest increases in the staffs of mental health
facilities have been in the nutber of psychologists, social workers, and
other mental health professionals, such as counselors, teachers, and occu-
pational, recreational, and arts therapists.

With increases in Federally supported social service programs, the number
of social workers and counselors helping people resolve mental health
related problems in settings ranging from schools to social welfare agencies
has also grown. The work of all these people continues to be augmented by
the clergy, private practitioners, and nurses, who have always worked with
a sizeable portion of the population in need.

Scientific advances, govermment initiatives, and a variety of philosophical,
social, and economic factors led to these changes.

* Basic research following World War II contributed
to the develomment of a broader and more effective
range of psychological and chemotherapeutic
methods of treatment.

* The 1961 Final Report of the Congressionally
authorized Joint Commission on Mental Illness and
Health provided the conceptual framework for the
shift toward community based care.

* The Mental Retardation Facilities and Community
Mental Health Centers Construction Act of 1963
and its subsequent amendments have been important
legislative vehicles in the development of
community based services. The Commnity Mental
Health Centers whose initial funding was provided
under that Act will soon be in operation in service
areas that include 43 percent of the Nation's popu-
lation. The centers account for 28 percent of
services provided in mental health facilities.



10

* Federal initiatives in health care financing
and expanded social services have made available
financial assistance that has made it possible
to provide more care in local communities. In
some States nore people oould afford to live
outside institutions because of increased benefits
under programs like Aid to the Permanently and
Totally Disabled, and more recently the Supple-
mental Security Income Program (Title XVI of
the Social Security Act). Medicare and Medicaid
funds have been used to support many elderly and
retarded patients in nursing homes and other
local facilities.

* During the past decade the civil rights and
oconsumer movements have provided the impetus
for reform of State law pertaining to commitment
procedures and policies. Several court decisions
have also emphasized patients' rights and have
set minimm standards for patient care. These
legislative and ocourt actions have accelerated
the return to their comumities of thousands
of patients from State and county hospitals.

Taken together, these developments have largely ended the era of care in
large State and county institutions and ushered in an era of providing
mental health services in the commmnity--an era, however, that is not
without problems of its own.
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FOCUS OF FUTURE WORK AND INITTAL RECOMMENDATIONS

In the initial phase of its work, the Cammission has identified a number
of issues and problems that need to be addressed more fully. These can
be grouped into four general categories:

I. Providing needed mental health services.

II. Financing needed mental health services.

III. Expanding the base of knowledge about
mental illness and mental health.

IV. Identifying strategies that may help
prevent mental disorder and disability.

The following discussion of these issues includes the Commission's
initial recommendations and the reasons for them.

I. Providing Needed Mental Health Services

Community based public and private services must be the keystone of the

mental health services system. This system must include a range of diagnostic,
treatment, rehabilitation, and supportive services for those who need short-
term and long-term help. It must assure continuity of care and these services
must be readily accessible to the people who need to be served. Mental health
services must be coordinated with related services provided by the income
support, health care, social service, and education systems so that each
person receives all the care and support he or she needs. This coordinated
system of care must be adequately financed, and it must be able to adapt to
the needs of special population groups and to respond to the changing
circumstances of individual patients. People who need help must be able to
get help when they need it and at a reasonable cost.

These objectives should guide the development of the system we hope to have
in place in the future; they do not describe the system in place now. In
this sense, they are goals against which progress can be measured over the
next few years.

The Commission cannot provide a single blueprint for all communities to use
in developing community based mental health services, because each community
must have a system that responds to its own needs.
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The Cammission can help the development of community based systems of

care, however, by identifying the components and features of well~developed,
community based services and by examining the issues involved in establish-
ing such services. In pointing out ways in which existing services con-
tribute or fail to contribute to the long~range goals, the Cammission will
pay particular attention to those for whom inadequate services now exist.

The Commission is especially concerned that community based services not
be regarded simply as services provided outside State and county mental
hospitals. There is much more to the concept than shifting the location
of services. The focus must be people, not places. Accordingly, the
Commission plans to emphasize the wide range of services people need and
the manner in which they need to receive them, the knowledge and training
required to provide these services, and the planning and coordination
that must exist if services are to be effective.

The problem of planning and coordinating is evident at the Federal level.
The Comptroller General reported earlier this year that 11 different
Federal agencies and departments administer 135 programs that have an impact
on people with mental health or emotional problems. Many of these.programs
frequently serve the same individuals but fail to serve common or coordi-
nated objectives. Too often the staffs of those Federal agencies that do
not have mental health as their primary focus overlook the benefits their
programs can offer the mentally disabled. To achieve better coordination
and to define the responsibility of different Federal agencies to improve
and increase service to the mentally disabled, the Commission recommends
that the President:

1. Establish an interagency group within the
Federal Government to coordinate policies
and programs affecting the development of
cammnity based care for the mentally dis-
abled so that they better serve the long-term
objectives set forth by this Commission.

Urgent concern is being voiced about the special needs of the large number
of people who suffer long-term mental disabilities and who need supportive
care in their communities. They include some persons who in the past would
have been sent to State and county institutions, and others who have returned
to their communities after spending years in such institutions. Services

for both groups often are inadequate or non-existent. Not only is continuity
of care lacking, little attention is given to meeting such basic needs as
adequate food, clothing, and shelter. Unless such needs are met, it may

not be possible to keep these people out of hospitals.
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In the coming months, the Commission will systematically examine ways to
assist these individuals. Our initial inquiries have been directed toward
the need for adequate and affordable housing. Section 8 of the United
States Housing Act of 1937, as amended by Section 201(a) of the Housing

and Community Development Act of 1974, makes it possible for many low-income
persons, including mentally disabled persons who have low incomes, to obtain
adequate housing. Section 106 of the 1974 Act provides grants to State and
local governments for cammmnity development programs, including projects
which make it easier for handicapped persons to live in their communities.
These programs can assist many mentally disabled individuals—-particularly
by supportive group living arrangements that are both less costly and more
therapeutic. The Commission supports the Department of Housing and Urban
Development 's recently stated goal of making 5 percent of Section 8 funds
available for assisted housing for the handicapped, and its encouragement
of local communities to spend a greater portion of their community develop—
ment block grant funds to assist the mentally handicapped; but the need is
much greater. Accordingly, the Commission recommends that the President
direct:

2. The Department of Housing and Urban Development
to: (a) encourage States and localities to
allocate additional Section 106 funds to
develop more group care facilities, and (b) make
additional Section 8 rental assistance funds
avallable to mentally disabled persons living
in group homes.

The Community Mental Health Centers Program is an important Federally
assisted activity. Since its beginning, Federal grants for these centers
have totalled about $1.5 billion. The legislation authorizing these grants
terminates on September 30, 1978, and the Congress will soon begin con-
sidering the future of this program. The Commission is examining the
program and intends to complete its work in the next few months. Our
initial findings indicate that the centers, though a good method of pro-
viding community based services, are not the only method of providing
these services. Individual centers have made substantial contributions
to the communities they serve, but important questions have been raised
about the concept and implementation of the program. Pending completion
of its study, and out of a strong concern that nothing happen that will
undermine previous accomplishments and cause a reduction or loss of
worthwhile services, the Commission recammends that the President
request that:
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3. Funds for the Community Mental Health Centers
Program in fiscal year 1979 be at least equal
to funds for fiscal year 1978.

It is inappropriate to discuss community based services without also
focusing on the people who will provide these services. As noted earlier
in this Report, there have been substantial increases in the mumber and
types of mental health personnel during the past two decades, but many
problems still require attention. For example, there is a geographic
maldistribution of professionals. The professions include too few minority
members. Mental health personnel in training often do not have sufficient
opportunity to learn and practice their skills in community based settings.
Efficient utilization of all mental health manpower is hindered by reim-
bursement mechanisms which pay only for the services of certain profes-
sionals. Concerns about reimbursement, coupled with uncertainties
regarding definitions of roles and responsibilities, create tensions

among professions and between professionals and other mental health
workers that ultimately work to the disadvantage of the patient.

The effective implementation of mental health manpower development

programs has been disrupted in recent years by abrupt changes in Federal
policies and the controversies these changes have generated. Since manpower
development is a long~-term process, these disruptions have been very costly.
The Commission has under way an assessment of manpower/personnel needs and
issues. Pending completion of this assessment, and to avoid further dis-
ruption, the Commission recommends that the President request that:

4. Funds for mental health manpower training in
fiscal year 1979 be at least equal to funds
for fiscal year 1978.

Our initial inquiries show that increased effort must be made to recruit

and prepare individuals to provide commnity services, including clinical
and preventive services appropriate to different values and life-styles.

The Commission recommends that the President direct:

5. The Department of Health, Education, and Welfare
to give funding priority to (a) training pro-
fessionals and others for work in community
programs, (b) training State and county hospital
staff for work in commmity services, and (c)
mental health training for primary health care
practitioners.
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Good mental health care requires continuing sensitivity to cultural
differences in the American population. If those who provide mental
health services do not speak their language and are not sensitive to
their culture, minority Americans will receive inadequate services,

or may go without treatment. Increasing the number of minority people
who provide and direct mental health services, and raisinag the cultural
sensitivity of other staff, are necessary steps toward solving these
problems. Therefore, the Commission recommends that the President

also direct:

6. The Department of Health, Education, and Welfare
to give further priority to training (a) minority
mental health workers, (b) researchers from
minority groups, and (c) persons serving bicultural
and bilingual groups.

The emphasis on community based care must not lead to the neglect of
people in State and county mental hospitals. Many chronically disabled
mental patients continue to require long-term or periodic care in these
institutions. A variety of staff is required to meet their needs. There
are shortages in many areas, and the prospective reduction in the supply
of foreign medical graduates is likely in the near future to compromise
further the quality of care these patients receive by decreasing the
nuber of physicians available to provide care.

Under Section 332 of the Public Health Service Act which authorizes the
National Health Service Corps, new criteria currently are being developed
which will permit the designation of State and county mental hospitals

as "health manpower shortage areas." This will make it possible for
National Health Service Corps personnel to fulfill their service obli-
gations in these institutions. Therefore, the Commission recommends

that the President direct:

7. The Secretary of Health, Education, and Welfare
to designate as health manpower shortage areas
all State and county mental hospitals which are
inadequately staffed with physicians.

Two Federal laws are concerned with planning for mental health services.
These are the National Health Planning and Resources Development Act
(P.L. 93-641) and the Community Mental Health Centers Act (P.L. 94-63,
as amended). The experience to date has indicated that these different
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planning efforts have resulted in a lack of coordination in many commu-
nities and States and direct conflicts in some. To ensure that the planning
under these laws is consistent, the Commission recommends that the President
seek changes in Federal law which would require that:

8. Plans of Health Systems Agencies and State Health
Planning and Development Agencies under Public
Law 93-641 be consistent with State Mental Health
Plans under Public Law 94-63.

To give stronger voice to mental health issues in the development of the
health planning program at the national level, the Commission recommends
that the President seek a second change in Federal law which would re-
quire that:

9. The National Council on Health Planning and
Develorment include at least two revresentatives
from the mental health field.

IT. Financing Needed Mental Health Services

This Commission believes mental health benefits must be included in a
national health insurance program. Current deliberations over national
health insurance present this Commission with a special opportunity and
responsibility to study the issues of costs and financing, to examine the
ways in which financial barriers prevent people from receiving services,
and to determine how financing mechanisms can be used to help develop a
more organized and effective network of mental health services. The
Commission has bequn its studvy of these issues and is working closely
with those charged with the responsibility of developing national health
insurance proposals.

Public and private insurance plans provide many more benefits for general
medical care than for mental health care. Furthermore, most plans which
have mental health benefits offer inadecuate coverage. A recent survey
on group health insurance coverage indicated that benefits for outpatient
visits are usually limited to $500 per year and that patients themselves
usually must pay one-half of the bill.
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A number of States have begun to require that a specified level of mental
health benefits be included in new private health insurance policies.

We know very little about how these requirements affect State hospitals,
Commmunity Mental Health Centers, and other mental health care providers.
It is possible that expanded mental health benefits may enable even more
patients to be treated outside State hospitals. We also do not know enough
about how providing mental health benefits will affect the utilization

of general health services. These subijects have important implications
for national health insurance and warrant immediate study. This study,
however, requires resources beyond those available to this Commission.
Therefore, the Commission recommends that the President direct:

10. The Secretary of Health, Education, and Welfare
to promptly undertake an analysis of the impact
of State programs which mandate mental health
benefits under private health insurance.

In order to make the most accurate projection about the cost of including
mental health benefits in a national health insurance program, we need to
know more about the current cost of providing specific mental health
services in existing settings. This also is a subject that deserves
immediate attention but recuires resources bevond those available to this

Commission. Accordinalv, the Commission recommends that the President
direct:

11. The Secretary of Health, Education, and Welfare to
undertake an assessment of the current costs of
providing specific mental health services in dif-
ferent settinas and organizations.

The Commission also plans to study major shortcomings in existing
financing and reimbursement mechanisms such as Medicare and Medicaid.

One important problem is that Federal financing mechanisms often have
lagged behind changes in mental health services. The Community Mental
Health Centers Program implies a strong Federal commitment to outpatient
mental health care and the advantage of providing service in the least
restrictive, most appropriate setting. Medicare and Medicaid programs
provide limited mental health benefits, and these are biased toward
inpatient care.
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Between now and April 1, 1978, the Commission will examine how existing
financing mechanisms could be revised to make mental health benefits more
comprehensive and more appropriate. Constraints which make it difficult

to provide a full range of mental health and social services and to

achieve continuity of care will be examined. Recommendations for statutory
changes will be considered, such as amendments to the Social Security Act
that would broaden the definition of health care "provider" to include
Cammunity Mental Health Centers and other organized systes of mental

health care.

The Commission already has identified two changes in Medicare and Medicaid

that can save money and improve services but which do not require statutory
change for implementation. One concerns psychiatric inpatient facilities;

the other, intermediate care facilities.

Current requirements relating to the eligibility of these facilities for
reinbursement are based primarily on the needs of people with serious
physical handicaps. Many of these standards are not necessary for mental
patients and they increase cost. More flexible rules and standards which
better meet the special needs of the mentally disabled can help ensure

that Federal financing programs respond to special local needs and changing
conditions.

Requirements relating to psychiatric inpatient services should be modified.
Specifically, alternative standards and provisions for specific waivers
should be developed with respect to the physical plant, construction,

record~keeping, staffing patterns, and program requirements. The Commission
recammends that the President direct:

12. The Secretary of Health, Education, and Welfare, in
cooperation with a task force of local practitioners
and hospital administrators, to modify certification
requirements under Medicare and Medicaid for State
mental hospitals and other psychiatric inpatient
services to assure that they are not unduly restrictive.

Similarly, some Medicaid requirements for Intermediate Care Facilities
are irrelevant or excessive for mental health patients. They not only
increase construction costs in many cases, they also encourage the
establishment of larger institutions rather than the smaller home-like
facilities more desirable for providing support in the community. At
the same time, they say nothing of the special services needed by many
mental health patients. Therefore, the Commission recommends that the
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President direct:

13. The Secretary of Health, Education, and Welfare
to establish in Medicaid a class of Intermediate
Care Facilities that are designed specifically
to meet the conditions and needs of mental patients.

III. Expanding the Base Of Kriowledge About Mental Illness and Mental Health

Expanding our understanding of the functioning of the mind, the causes of
mental and emotional illness, and the efficacy of various treatments is
crucial to future progress in mental health.

Biological, psychological, and epidemiological research since World War II,
much of it Federally funded, has furthered our understanding of the causes
of mental illness. Federal dollars have also supported social science
research which has demostrated the impact of situational stress and environ-
mental conditions on emotional well-being. Behavioral and clinical research
has contributed to important advances in the treatment of depression,
schizovhrenia, and behavior and learning disorders.

Federal dollar support of research activities in mental health has grown
little since 1969, and inflation has caused an actual decrease in the buying
power of these research dollars. Mearwhile, other health research and general
Federal research and development funds have increased substantially. The
result is a mental health research investment which is so low that it places
in jeopardy the development of new knowledge and the promise of more effective
means of prevention and services. This shortage of dollars has left unfunded
an increasingly large number of approved, high-priority grants in the Alcochol,
Drug Abuse,and Mental Health Administration.

Despite this loss of momentum, major opportunities for expanding our base of
knowledge still exist.

In mental health, new discoveries regarding the role of neurotransmitters
and chemical imbalance in the brain hold great promise for the treatment
of schizophrenia and devression. More extensive studies of psychological,
social, and biological factors affecting the mental health of certain
populations, such as children and the elderly. offer hope for prevention
and better treatment of certain disorders.
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In drug abuse research, progress in identifying receptors in the brain
can lead to a more accurate understanding of the addictive process and
to the development of more effective treatment techniques. Fuller
understanding of the influence of social and situational stress on
drug use in various age groups and in special populations will make

it possible to plan more effective treatments.

In alcohol research, further investigations of possible biochemical and
psychological factors related to dependence on alcohol is necessary.
There must also be prompt follow-up studies of recent findings that a
predisposition to alcchol may be inherited, and that heavy consumption
of alcohol by women during pregancy increases the risk of mental and
physical abnormalities to the fetus.

In these and other areas, intensified clinical research on treatment
efficacy, the development of new models of care, and evaluative research
on service delivery can improve the use of scarce resources, making them
more available to all in need, but especially to those currently under-
served.

The Commission believes that the knowledge to be gained from such studies
would greatly advance the understanding of mental illness and mental
health and would significantly increase the ability to provide assistance
to those in need. Accordingly, the Commission recommends that the
President request that:

14. The research budget of the Alcohol, Drug Abuse,
and Mental Health Administration for fiscal year
1979 include (a) increases in the $117 million
research budget of the National Institute of
Mental Health in the range of 20 percent,

(b) increases in the $16 million research budget
of the National Institute on Alcohol Abuse and
Alcoholism in the range of 30 percent, and

(c) increases in the $34 million research budget
of the Naticnal Institute on Drug Abuse in the
range of 35 percent.

The Commission intends to study how mental health research is planned
and organized, how priorities for funding evolve, and how research
findings are disseminated to people working in the field. The Commission
will concern itself with research that is specifically directed toward
improving the organization and delivery of services. Research manpower
needs also will be addressed.
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Based on its experience, the Commission is particularly concerned about
the need for better, more reliable data about the location and incidence
of mental health prablems and the utilization of mental health services.
Without reliable data, realistic planning is impossible. The Commission
will thus pay close attention to the question of how to promote, fund,
and undertake mental health services and epidemiological research.

The review will include not only the research programs of the Alcchol,
Drug Abuse, and Mental Health Administration, but also related work at
the National Institute for Child Health and Human Development, the
National Institute on Aging, the Administration on Aging, and other
agencies which, though not identified as "mental health" agencies, conduct
research that has an important bearing on mental health services and the
prevention of mental illness and disability.

Iv. Identifying Strategies That May Help Prevent Mental Disorder and Disability

The Commission recognizes that mental health problems cannot be solved by
providing treatment alone. Efforts to prevent problems before they occur
are necessary ingredients of a systematic approach to promoting mental health.
As evidence accumulates that specific preventive measures reduce the need

for later treatment, there is growing acknowledgement of the value of pre-
vention.

At the present time there is no carefully conceived, organized national
strateqy for the prevention of mental illness and emotional distress and
the promotion of mental health. Indeed, there is disagreement over how
such a strategy should be developed, of what it should consist, and who

should carry it out--all important issues the Commission will address in
the coming months.

Our initial findings, however, indicate that some specific preventive
approaches are of proven merit. For example, the value of conprehensive
prenatal care and adequate nutrition in reducing the occurrence of mental
disorder is quite clear.

Similarly, there is persuasive evidence that early childhood intervention,
developmental day care, and pre-school programs such as Head Start provide
measurable benefits to children and significantly reduce the likelihood
of the school failure so frequently associated with emotional disorders

in children and adolescents.
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There are innovative programs around the country which are effectively
teaching individuals--children and adults--how to strengthen their
coping and problem-solving abilities. Some of these programs are in
schools, some are in correctional institutions. Others are operated
by churches and self-help groups.

While the Commission supports these activities and programs which. have
proved beneficial in preventing mental and emotional disorders, and
wishes to see such programs expanded, it has not had sufficient oppor-

tunity to review the field thoroughly and to establish priorities among
them.

In the months ahead, the Cammission will review these approaches and
others of potential benefit and will make recommendations in its Final
Report.
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APPENDIX

The Commission wishes to express its appreciation to the 233 individuals
fram the private sector who are volunteering their time and contributing
their expertise to the Commission's work by serving on 24 Task Panels.
Their assistance is invaluable. The subject areas in which these
individuals are working are as follows:
Mental Health - Problems, Scope and Boundaries
Service Delivery
Organization and Structure
Community Mental Health Centers Assessment
Planning and Review
Access and Barriers
Deinstitutionalization, Rehabilitation, Long-Term Care
Manpower and Personnel
Cost and Financing of Mental Health
Research Issues
Prevention
Legal and Ethical Issues
Public Attitudes and Media Promotion of Mental Health
Mental Health and the Family
Infant and Child
Adolescents

Adult Years

Elderly
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CONCLUSION

In this Report, the Commission has set forth its initial findings and
recommendations. We have indicated how we have proceded up to now and
how we plan to proceed in the months ahead as we prepare our Final
Report. In closing this beginning phase of our work, we wish to
emphasize two important points.

The first is that the time has come for mental health care to become
part of a broader effort to deal with human needs. Although mental
health services often focus on a particular aspect of a person's
problems, our fundamental concern is for the whole person. The
Commission believes it is important to restate its conviction that
mental health services must not be isolated from other important health,
social and educational services.

The second relates to the stigma surrounding mental and emotional
illness. During the past few months, we have developed an increased
sensitivity to the enormous need for greater public understanding of
mental and emotional problems and of the value and efficacy of modern
methods of treatment. The stigma of mental illness, however, is so
pervasive in our society that many who need help do not seek it. The
misunderstanding and fear surrounding mental and emotional problems are
so great that there is insufficient public support for needed services
and further research.

In many ways, this is surprising. Almost all Americans are touched by
these problems, either themselves or in their families or among their
neighbors and friends. Nevertheless, this stigma and the fears exist,
and they are deeply ingrained in our society. Unless we deal con-
structively with these problems, future progress will be slowed and
those currently underserved are likely to remain largely underserved.
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Purpose/Discussion

Response to President's Questions on USDA
Very Low Income Housing Repair Grant Program

1. ©Using the current average grant amount actually provided
($2,565), $4 million would assist about 1,560 units.

2. Question: Is this a new Pandora's box for future years?
Answer:

- Program was funded for the first time by the Congress
for FY 1977 at a $5 million level.

‘- While the Ford budget for FY 1978 did not include
funding for this program, the February revised budget
included $5 million for this purpose.

- While impossible to define precisely, the potential
target population could be as large as 250,000 families.
(There were about 250,000 homeowners over 65 years of
age with annual incomes of less than $5,000 who occu-
pied housing lacking some or all plumbing in non-
metropolitan areas in October 1973.) If all of these
families applied for grants under this program --
assuming the same average grant amount -- the total
Federal cost exposure could be as much as $640 million.
However, we do not expect demand in this program to
rise above $20 million annually because only a small
portion of the target population appears to seek Federal
assistance.




























































































































































